We report a case of deep femoral artery (DFA) aneurysm associated with pre-vasculo-Behcet status. A 34-year-old man with a history of recurring oral and genital ulcers was admitted complaining of worsening left thigh pain over the previous 30 days. Computed tomography showed a left DFA aneurysm (60 mm × 70 mm), concomitant aneurysms in the popliteal and carotid arteries, and deep vein thrombosis. Active pre-vasculo-Behcet status was diagnosed, and DFA ligation was performed urgently. Remission was achieved with postoperative prednisolone and colchicine without vascular complications. DFA aneurysm and vascular pathologies were successfully managed by ligation surgery and medical therapy.
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Key words: Behcet disease, aneurysm, deep femoral artery optimal timing of treatment; however, it was reported that postponing surgical intervention until remission may decrease the incidence of later vascular complications. 6) We report herein a rare case of large deep femoral artery (DFA) aneurysm in a patient with BD who underwent urgent surgical intervention while in the active phase of disease. This case was successfully managed by surgery and postoperative immune-suppressive therapy.
Case Presentation
A 34-year-old man was admitted to an emergency department of a district hospital, with a complaint of worsening left thigh pain. The symptoms occurred suddenly without traumatic events 25 days previously. The pain was temporally relieved with the use of an analgesic agent; however, severe pain recurred, causing gait disturbance. Computed tomography (CT) scanning after admission showed a large aneurysm (60 mm × 70 mm) in the left DFA, a smaller aneurysm in the left popliteal artery (15 mm × 17 mm), and deep vein thrombosis in the left popliteal vein (Fig. 1) . The patient was referred to our hospital for further evaluation and treatment. He had a history of recurring oral and genital ulcers since the age of 6 years. He had no family history of autoimmune diseases or BD. Physical examination on admission revealed a swollen left thigh with a palpable mass with tenderness. The popliteal artery and dorsal pedis artery were palpable, and there were no findings of leg ischemia. Laboratory tests showed an accelerated erythrocyte sedimentation rate of 82 mm/h and increased C-reactive protein level of 7.3 mg/l. His clinical manifestations did not fulfill the diagnostic criteria of the International Study Group for Behcet's Disease clinical assessment, due to a lack of characteristic skin and ocular lesions. 9) However, characteristic vascular pathologies strongly suggested the possibility of BD, and the lesion was diagnosed as pre-vasculo-Behcet status. He had not been treated with immune-suppressive agents. Thus, conservative medical therapy was considered as an initial therapy for the un-ruptured aneurysm to
Background
Behcet disease (BD) is a chronic, relapsing inflammatory illness that involves multiple organ systems, and its underlying etiology remains unknown. The clinical presentations include mucocutaneous, genital, ocular, skin, articular, gastrointestinal, neurological, and vascular involvement. [1] [2] [3] The incidence of vascular involvement ranges from 12.8% to 35.1%, 4, 5) and various vascular pathologies have been reported to occur in BD patients. Arterial involvements, such as aneurysm and occlusion, can occur in BD patients, can lead to fatal complications, and are considered to be of clinical importance. [6] [7] [8] Arterial involvements are usually treated surgically. There has been no clear consensus on the achieve remission. However, the large painful aneurysm suggested a possible risk of impending rupture. The patient underwent urgent radical DFA ligation surgery.
Under general anesthesia, the patient was placed in the supine position. A longitudinal incision was made along the sartorius. First, the common femoral artery, superficial femoral artery (SFA), and proximal DFA were located. Next, the second perforator of DFA, the main vessel in the distal side of the aneurysm, was identified in the space between the sartorius and the adductor longus. The DFA aneurysm was located adjacent to SFA. After ligation of the proximal DFA, the aneurysm was opened. The aneurysmal wall was thin and fragile, and a punched-out defect of the arterial wall was identified. The rupture site was sutured, and two branch vessels connected to the aneurysm were ligated. Finally, the second perforator was ligated, and complete hemostasis was confirmed. The operation time was 190 min. Histological findings showed the destructed integrity of the arterial wall with cell infiltration, which was consistent with a pseudoaneurysm (Fig. 2) .
The patient did not show symptoms of ischemia in the left lower extremity postoperatively. Head contrast CT scanning showed a left carotid artery aneurysm of 10 mm in diameter (Fig. 1) . Genetic investigation showed that the patient was positive for HLA-A26, but not HLA-B51.
Immune-suppression therapy with prednisolone (50 mg per day) and coumarin was started postoperatively. He responded well to the medical therapy, and his C reactive protein level returned to normal. The postoperative course was uneventful. The patient was discharged from the hospital on postoperative day 43. Maintenance doses of prednisolone (5 mg/day) and colchicine (0.5 mg/day) were started during the outpatient follow-up. Over 18 months of follow-up, the patient showed no evidence of vascular complications. Follow-up CT examination demonstrated that there was no recurrent pseudoaneurysm formation at the previous ligation sites, and the peripheral aneurysms had not expanded. Although the patient received anticoagulation therapy with warfarin, ultrasound examination showed that small deep vein thrombosis still remained in the left popliteal vein. Oral and genital ulcers were in remission.
Discussion
Vascular involvement is relatively rare as an initial clinical manifestation of BD. Kural-Seyahi et al. reported that, of 428 BD patients, more than 94% of patients showed oral and genital ulceration at the initial visit. On the other hand, only 20.6% of patients showed vascular involvement at the initial visit. 4) Nevertheless, vascular involvement represents a major cause of mortality of BD patients, as well as central nervous system involvement or cancer. 4) Its impact on clinical outcomes is high, and thus, understanding the clinical course and treatment effects is quite important for daily clinical practice. Vascular involvement tends to occur in male patients, and venous diseases are more common than arterial diseases. 4, 5) The most common vascular involvement is superficial or deep vein thrombosis, and subsequent fatal pulmonary embolism, although rare, has been reported. 4, 5) The other vascular involvements include arterial aneurysm, arterial stenosis or occlusion, inferior or superior vena cava thrombos, pulmonary artery aneurysm, and Budd-Chiari syndrome. 4, 5) The incidence of arterial involvement ranges from 1.0% to 7.0%. 4, 5) Furthermore, peripheral artery involvements are less common, with a reported incidence ranging from 0.5% to 4.3 %. 4, 5, 8) As shown in the present case, patients with arterial involvements tend to have multiple lesions 5, 7) and concomitant deep vein thrombosis. 6) Aneurysm is more common than occlusion. [5] [6] [7] [8] Regarding site of occurrence, there have been some geographic variations in cohorts studied ( Table 1) . [5] [6] [7] [8] The femoral artery and abdominal aorta have been reported to be sites of predilection for aneurysm from the reports of Turkey and Korea. [6] [7] [8] On the other hand, Fei et al. reported that, of 56 arterial lesions from the Chinese registry data, the most common site was lower extremity and abdominal aorta (n = 15 each), and only one patient showed a femoral lesion. 5) DFA may have been included as a ''femoral artery'' in the previous studies; however, the details regarding the treatment of DFA aneurysms associated with BD has not been reported. We consider that the current report can provide a road map for this rare, but challenging clinical condition. The treatment strategy for a peripheral artery aneurysm associated with BD is determined by the anatomical location and clinical presentation, including rupture or impending rupture and the active-or remission-stage of disease. The surgical outcomes of arterial involvements are highly influenced by vascular complications based on the severe inflammatory nature of this disease. Koksoy et al. reported relatively unfavorable surgical outcomes of peripheral arterial involvements. Of 15 femoral artery surgeries (14 graft interpositions and one ligation) for BD patients with vascular involvement, four graft infections, six graft occlusions, and five anastomotic pseudoaneurysms occurred, leading to four amputations and six late deaths. 7) Of note, an anastomotic pseudoaneurysm is a life-threatening complication, and weakening of the arterial wall caused by fulminant inflammation may lead to 11) In all patients, a stent graft was successfully placed with acceptable later vascular complications including two stent graft occlusions and two access site pseudo-aneurysms. 11) Although its indication is limited by anatomical factors and data regarding late outcomes are lacking, endovascular treatment may be a safe and less invasive modality for arterial pathology associated with BD. In cases in which ligation cannot be performed because of peripheral ischemia, the endovascular approach may be as atreatment option for arterial involvement associated with BD.
Conclusion
Although the patient was in the active phase of prevasculo-Behcet status, we successfully performed urgent ligation surgery for a large DFA aneurysm before impending rupture. Remission was achieved with postoperative prednisolone and colchicine without vascular complications or progression of the concomitant peripheral aneurysms.
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